We welcome letters to the Editor concerning articles which have recently been published. Such letters will be subject to the usual stages of selection and editing; where appropriate the authors of the original article will be offered the opportunity to reply.
1 entitled 'Outcome of Charnley total hip replacement across a single health region in England' was so interesting that I am stimulated to point out some of its implications and also request some amplification. American subscribers to the Journal are now faced with revolutionary changes in, and evolving plans for, health care. They bear directly on the subject.
There were 1198 'Charnley' total hip replacements (THR). Were other types of THR performed? Of these patients 19% were under 60 years of age. How many were aged 55 to 60 years? Charnley's large series included those in that age group. How many were under the age of 30 years since nowadays THR is carried out, even if only occasionally, in the young adult? Did the 1198 include any primary THRs in elderly patients with acute fractures? What was the prevalence of THR in the Trent population? Is there in Trent a 'specialist hospital' as mentioned in Table V? It should be recalled that Charnley in his first decade of success with THR reported that "osteoarthritis was the commonest indication for THR with a minority of about 20 percent comprising rheumatoid arthritis and ankylosing spondylitis." 2 He also reported that "nearly all" of his thousands of patients operated on between 1960 and 1970 were over 55 years of age. Does this mean that under the NHS in the UK there has been little expansion of the application of THR (as in the USA) to other diagnoses and younger individuals? Charnley also reported a success rate of 90% while the authors record a lower rate of 73% if the hip score is the parameter. Exactly what does this mean? Is it that Charnley's overall regimen only included better prospects?
Orthopaedic surgeons in the USA are beset with existing restrictions on health care in general and on THR in particular. They would be well served if there was on record good evidence, in more detail than is provided in the cited article, of the epidemiological aspects of THR as illustrated in the questions asked above (and other analagous queries). While the authors are to be commended for initiating and completing this study, I would urge them to extend their investigation to develop a ten-year follow-up report in greater detail. 
Authors' reply:
Sir, We thank Dr Cohen for his interest and very considered thoughts on our paper. In 1990, 2111 THRs were performed in the Trent region with a prevalence of approximately 50 per 100 000 of the population. This entire cohort was studied at five years to assess the outcome of THR across the region. 1 In total, 33 different acetabular and femoral components were used, 20% of which were uncemented. There were three 'specialist orthopaedic hospitals' within Trent in 1990, and the effect of the hospital environment along with a number of other variables on the outcome is being analysed at present. 2 Only one patient was under 30 years, 1% were under 40 years and 9% were aged 55 to 60 years. Acute fractures of the femoral neck accounted for 2.8% of the Charnley THRs performed. This indicates, as noted by Dr Cohen, that within the Trent region the Charnley THR is used predominantly for the older patient with osteoarthritis. The outcome across the whole region appears not to be as good as that reported in the literature and the data are being analysed to find factors which may explain this. Within Trent, younger patients with other indications for THR are undergoing surgery, but different types of prosthesis, often uncemented, are used.
We intend to publish more detailed results from this original study and hope that this will address some of the issues raised by Dr Cohen. We agree that this unique cohort of patients should have continued follow-up and we intend to do this at ten years. 
describe the technique of the Charnley low-friction operation as performed by various surgeons are they really measuring the early results of the prosthesis or merely the early results achieved with a particular surgical method?
They state that the Charnley total hip replacement (THR) has a long and established record and is regarded as one of the optimum implants, but is the test of the prosthesis really fair when subjected to an undefined surgical technique?
They point out that the early results of the use of the 3M hip prosthesis have again shown that new implants can be introduced and used in large numbers with potentially disastrous results. 2 Although it may be acceptable to use 'implant' and 'prosthesis' interchangeably in a conversation it may not be acceptable in a scientific publication. These terms and the surgical technique must be clearly defined so that the source of the problem can be properly identified.
The relevance of these studies to an average orthopaedic surgeon in a non-specialist hospital is not known. They note that the relevance of any study is best judged by readers who find the information of interest and of benefit to their clinical practice. Are they now in a position to define 'an average orthopaedic surgeon' and is their study likely to be of relevance to an 'average orthopaedic surgeon'?
They again emphasise the need for a national register and surveillance of THRs. There is little doubt that follow-up of patients with THR is essential. Since clinical results may not reflect the mechanical state of the arthroplasty, 3, 4 study of the radiographs is essential. Whether this should be done locally or centrally is debatable.
A register of the type used by the authors would offer some information concerning outcome but would only tell us what has happened. Would it be impertinent to suggest that after nearly 37 years of the Charnley LFA we may in fact be in a position to suggest what should happen. Surely, prevention is much better than knowing what has happened and who has done it.
Finally, the initial description by Charnley 5 does not refer to the Charnley low-friction arthroplasty as we know it today and as practised since November 1962. 
Sir, We thank Professor Wroblewski for his interest in our paper and for reminding us that total hip replacement (THR) involves a surgeon implanting a prosthesis into a patient! The purpose of our study was quite simply to report this activity, using the Charnley prosthesis, in the general setting of the NHS. There are numerous papers in the literature which inform us what the outcome of this activity may be when carried out in specialist centres. [1] [2] [3] [4] [5] Our study, however, is unique in reporting the five-year results of outcome in the 'setting' in which most patients will receive this surgery. It therefore has great relevance to the present and future of THR in the NHS. We have identified a discrepancy in results between those in specialist centres and those obtained elsewhere. The important question is why and how can this be rectified? The study compared yield loads between fractures fixed by three cancellous lag screws or two lag screws and an antiglide screw with nine paired control fractures which were fixed by two cancellous lag screws. The authors reported that no statistically significant differences were found, and concluded that "no advantage is provided by the addition of a third lag screw or an antiglide screw in the fixation of type-I split fractures of the lateral plateau".
Biomechanical comparison of fixation of type-I fractures of the lateral tibial plateau
Unfortunately, this study was flawed by two major statistical errors.
With a sample size of nine it would only detect differences in mean yield load of 270 N with 90% power. This is reflected in the size of the 95% confidence intervals for the difference between the sample means (-123 N to 277 N for three screws, and -51 N to 155 N for the antiglide screw). To detect differences of 50 N a sample size of 263 would have been necessary.
The authors compared their data using the paired Student t-test. Since, however, the data are not normally distributed (Lilliefors test, p = 0.001) non-parametric analyses should have been used.
It is quite possible that there are clinically significant differences in the yield loads of the three different methods of fixation, but this study was of insufficient power to detect them, and a type-II statistical error occurred. This was further compounded by the use of inappropriate analyses. The results of this study should therefore be interpreted with caution, and further larger studies are needed to assess whether the addition of a third lag screw or an antiglide screw is of value.
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